The demand for oral anticoagulant therapy will continue to increase in the future along with the aging of the population. This study aimed to determine the rate of bleeding requiring hospitalization and to characterize early bleeders among persons initiating warfarin therapy. Characterization of those most susceptible to early bleeding is important in order to increase the safety of warfarin initiation. Patients and methods: Using data from nationwide health registers, we identified persons initiating warfarin therapy between January 1, 2009 and June 30, 2012, n=101,588, and followed them until hospitalization for bleeding, death, or administrative end of the study (December 31, 2012). We defined early bleeders as persons with a bleeding requiring hospitalization within 30 days since warfarin initiation. Results: The rate of hospitalization for bleeding during a median follow-up of 1.9 years was 2.6% per person-year (95% confidence interval [CI] 2.5%-2.7%), with a peak within the first 30 days of warfarin initiation (6.5% per person-year, 95% CI 6.0%-7.1%). In a multivariable Cox proportional hazards regression analysis, early bleeders were characterized by prior bleeding (180 days before initiation, hazard ratio [HR] =13.7, 95% CI 10.9-17.1; during 180 days-7 years before initiation, HR =1.48, 95% CI 1.15-1.90), male sex (HR =1.32, 95% CI 1.10-1.57), older age (HR =1.13, 95% CI 1.04-1.22, per 10-year increase), venous thrombosis (HR =1.83, 95% CI 1.44-2.34), pulmonary embolism (HR =1.46, 95% CI 1.11-1.91), alcohol abuse (HR =1.59, 95% CI 1.08-2.35), rheumatic disease (HR =1.40, 95% CI 1.07-1.83), and exposure to drugs with dynamic interaction mechanism with warfarin (HR =1.43, 95% CI 1.20-1.71). In age-adjusted models, Charlson comorbidity index and number of drugs predicted a graded increase in the hazard of early bleeding. Conclusion: The rate of hospitalizations for bleeding peaked in the beginning of warfarin therapy. Early bleeders were characterized by venous thrombosis, pulmonary embolism, and factors that increase bleeding risk without affecting the international normalized ratio.
Introduction
Vitamin K antagonists, especially warfarin, have traditionally been a cornerstone of anticoagulation therapy in the prevention and treatment of thromboembolic events. The main indication for warfarin therapy is atrial fibrillation (40%-65% of patients), followed by venous thrombosis, pulmonary embolism, and heart valve replacement.
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The incidence of bleeding has been shown to peak in the beginning of warfarin therapy, 11, 17 being the highest during the first month after warfarin initiation. 11 The early peak may arise from early attrition of those most susceptible to bleeding. 18 In addition, it may be related to difficulty to achieve the narrow therapeutic range (international normalized ratio [INR] 2-3). Specifically, warfarin dose-response is influenced by many factors, such as patient's age, diet, and various drugs and comorbidities that may alter warfarin metabolism. 19 In addition, polymorphisms in CYP2C9 and VKORC1 genes have an important contribution to warfarin dose-response. 20 While INR above therapeutic range (INR .3) is a significant risk factor for bleeding, 21 more than half of bleeding events occur within or below therapeutic range. 22, 23 Other factors, such as comorbidities and drugs, that increase bleeding risk without altering warfarin metabolism or activity of coagulation factors can contribute to these events; therefore, they cannot be avoided by INR monitoring and subsequent changes in warfarin dosing. Characterization of those most susceptible to early bleeding is important in order to increase the safety of warfarin initiation.
In this nationwide population-based cohort study, we examined the rate of serious bleeding, defined as bleeding requiring hospitalization, among noninstitutionalized Finnish persons initiating warfarin therapy over up to 4 years of follow-up. In addition, we characterized persons with an early bleeding requiring hospitalization in terms of comorbidities and exposure to interacting drugs.
Patients and methods setting and data sources
We conducted a nationwide population-based cohort study among noninstitutionalized Finnish persons initiating warfarin therapy between January 1, 2009, and June 30, 2012. We followed the initiators from the warfarin initiation date until December 31, 2012 . We assembled the data by linking nationwide health registers maintained by the Social Insurance Institution (SII) and the National Institute for Health and Welfare (THL). The SII provided data on dispensed prescription drugs, demographics, dates of death, special reimbursements, and long-term institutional care (.90 days of uninterrupted stays in public nursing homes or hospitals). The THL provided data on hospitalizations.
The Prescription Register includes information on reimbursed prescription drugs dispensed to community-dwelling residents of Finland. 24 The information on drug use in public nursing homes and hospitals is supplied by the service provider and, therefore, not covered by the Prescription Register.
For each reimbursed drug, the Prescription Register contains Anatomical Therapeutic Chemical classification code, 25 dispensing date, strength, and quantity dispensed. No structured information on prescribed dose, duration of therapy, or indication is recorded. Furthermore, the Prescription Register contains data neither on nonreimbursed nor over-the-counter drugs (eg, low-dose acetylsalicylic acid). According to Finnish reimbursement rules, drugs can be reimbursed for a maximum of 3 months supply at one dispensing. 26 The Special Reimbursement Register contains information on entitlements to special reimbursement (either 65% or 100% of drug costs in 2015) due to certain severe and chronic diseases. In order to be eligible for special reimbursement, a patient's disease must meet explicit criteria proved by a certificate from a physician. The Hospital Discharge Register contains information on hospital admissions, including inpatient care, day surgeries, and specialized outpatient care in public hospitals. 27 Data on diagnoses and medical procedures are registered using the International Classification of Diseases (ICD) codes (ICD-10 since 1996) and the Nordic MedicoStatistical Committee classification of surgical procedures.
Warfarin initiators
Using data from the Prescription Register, we identified persons initiating warfarin therapy between January 1, 2009 and June 30, 2012. We defined initiators as persons who filled a prescription for warfarin during the study period but had not been dispensed warfarin within the previous 365 days. We excluded persons who had been in long-term institutional care any time preceding warfarin initiation and persons with a hospital stay lasting continuously for .90 days during the 365 days preceding warfarin initiation in order to confirm that our cohort of initiators did not include persons who may have used warfarin earlier during long-term institutional or hospital care.
Warfarin exposure
Due to the lack of data on the duration of warfarin prescriptions, we present the rate of bleedings requiring hospitalization for the entire follow-up and separately for the first warfarin episode. To estimate the length of the first warfarin episode, we determined a fixed duration for each warfarin prescription using the waiting time distribution (WTD) method. 28 Specifically, we identified prevalent warfarin users in 2012, defined as those who had been dispensed warfarin also in 2011, and determined the number of days (since January 1, 2012) in which 80% of these prevalent users were dispensed warfarin for the first time in 2012. 
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Warfarin therapy and bleeding Then, we assigned each warfarin prescription a fixed duration obtained this way (111 days). Warfarin episode was deemed to continue until the gap between consecutive dispensations exceeded 111 days. Our WTD estimate was similar for both dose sizes of warfarin (103 days for 3 mg and 115 days for 5 mg) and robust over time (110-113 days using data from 2009 to 2011). In Finland, warfarin is available in packages of 100 tablets only. To allow for doses less than one tablet per day, periodic dose adjustments, and interruptions in home medication for various reasons, we conducted a sensitivity analysis extending the fixed duration assigned for each prescription to 180 days. 11 That is, the first warfarin episode was assumed to continue until the gap between consecutive dispensations exceeded 180 days.
Bleeding events
We determined a bleeding event as an admission to hospital for bleeding. We identified relevant admissions on the basis of primary discharge diagnoses using a list of ICD-10 codes adapted from Gomes et al 11 (Table S1 ). We categorized bleeding events further as intracranial, gastrointestinal, and others. We defined early bleeders as persons with a bleeding event within 30 days of warfarin initiation. The rest of the warfarin initiators were defined as nonearly bleeders, including those with bleeding event later than 30 days of warfarin initiation and those without bleeding event during the follow-up. We defined fatal bleeding events as those where the patient died within 10 days of the hospital admission.
indications, comorbidities, and medications
We determined indications, comorbidities, and medications at warfarin initiation date based on data on hospital admissions, special reimbursement codes, and/or dispensed drugs captured from the nationwide health registers (Figure 1) . Detailed ICD codes, reimbursement codes, and Anatomical Therapeutic Chemical classification codes are available in Table S1 . To describe bleeding risk, we combined data on age, sex, and malignancy. 29 To define stroke risk (congestive heart failure, hypertension, age 75, diabetes and stroke [CHADS 2 ], reflects stroke risk in patients with atrial fibrillation not receiving anticoagulant therapy), we combined data on heart failure, hypertension, age 75 years, diabetes, and ischemic stroke/transient ischemic attack. 30 We determined Charlson comorbidity index by identifying 17 comorbidities based on hospital admissions over a 1-year period preceding the warfarin initiation date. 31 
interacting drugs
We determined exposure to interacting drugs at warfarin initiation date (Figure 1) . A person was considered as exposed if interacting drug prescription overlapped with the warfarin initiation date or was filled at the warfarin initiation 
Notes:
a a hospital admission within a 1-year period before or at the warfarin initiation date, or a valid entitlement to special reimbursement at the warfarin initiation date, or within a 3-month period after the warfarin initiation date. b a hospital admission within a 7-year period before or at the warfarin initiation date, or a valid entitlement to special reimbursement at the warfarin initiation date, or a prescription dispensed within a 1-year period before or at the warfarin initiation date. date. We identified drugs having potential for clinically significant interaction with warfarin from the Swedish, Finnish, Interaction X-referencing drug-drug interaction database. 32 We defined the duration of each interacting drug prescription (except those for antimicrobials) based on the quantity dispensed, assuming a dosage equal to one defined daily dose per day. 25 However, we truncated the duration to 100 days, that is, the maximum duration of treatment reimbursed at one dispensing. 26 Finally, we multiplied the duration by 1.5 to allow for nonadherence. We defined the duration of each prescription for antimicrobials as 7 days.
analyses
We calculated the rate of bleeding events for the entire follow-up by dividing the number of persons with a bleeding event by the sum of PYs of follow-up. The follow-up started from the warfarin initiation and lasted until the first bleeding event, death, or administrative end of the study (December 31, 2012), whichever occurred first. The rate of bleeding events for the first 14-day period and for each 30-day period (months) starting from warfarin initiation was calculated among those alive at the beginning of the period and without bleeding event in the previous periods. In the site-specific analyses of bleeding rate (intracranial, gastrointestinal, and other), bleeding events in other sites did not cause censoring of follow-up. In addition, we calculated the rate of bleeding events during the first warfarin episode; the follow-up started from the warfarin initiation date and lasted until the end of the first warfarin episode, the first bleeding event, long-term institutional care, or .90-day admission to hospital, death, or administrative end of the study, whichever occurred first.
We characterized early bleeders and nonearly bleeders by known and potential risk factors for bleeding measured by the register data at warfarin initiation, including age, sex, indication for warfarin therapy, bleeding history, comorbidities, medications, Charlson comorbidity index, bleeding risk score, CHADS 2 score, and exposure to interacting drugs.
In addition, we performed age-adjusted and multivariableadjusted Cox proportional hazards regression analyses to determine characteristics associated with an early bleeding event, expressing the results as hazard ratios (HRs) and their 95% confidence intervals (CIs). The potential predictors were age, sex, indications for warfarin therapy, history of any bleeding requiring hospitalization 180 days before and during 180 days-7 years before warfarin initiation, individual comorbidities, Charlson comorbidity index, number of drugs in use during the year preceding warfarin initiation, and exposure to interacting drugs at warfarin initiation. The results of the multivariable analyses are presented with and without adjustment for the Charlson comorbidity index (as this index includes many of the separately measured disease states) and the number of drugs (as the number of drugs is also a measure of overall morbidity). The bleeding risk and CHADS 2 scores are combinations of age and other variables already in the model; therefore, these scores were excluded from the ageadjusted and multivariable-adjusted analyses.
The proportional hazards assumption was checked both graphically and by testing the significance of the interaction term between the predictor and logarithmic time. The assumption was found to be reasonably fulfilled except for the variable history of any bleeding requiring hospitalization 180 days before warfarin initiation. This variable was included in the multivariable Cox proportional hazards models as a stratifying variable. In addition, we performed multicollinearity diagnostics for all the predictors included in the multivariable Cox models; we did not observe any sign of strong multicollinearity as the values of the variance inflation factor were 5 for all predictors.
Ethical issues
This study was institutionally approved by SII and THL. As the research team received only deidentified data and the patients were not contacted, consent was neither required by SII or THL, nor sought by the authors.
Results
A total of 102,048 persons initiated warfarin therapy between January 1, 2009 and June 30, 2012. We excluded 460 persons as they had been in long-term institutional care before warfarin initiation or were continuously hospitalized for .90 days during the preceding year. Finally, our study population consisted of 101,588 warfarin initiators.
rate of bleeding events
Of warfarin initiators, 5,354 were hospitalized for a bleeding during the entire follow-up of 204,592 PYs (median 1.9 years, interquartile range [IQR]: 1.1-2.9 years), resulting in a rate of 2.6% per PY ( Table 1 ). The rate was the highest early after warfarin initiation, being 7.9% per PY (95% CI 7.05%-8.8%) for the first 14 days and 6.5% per PY (95% CI 6.0%-7.1%) for the first 30 days. After the first 12 months, the rate stabilized ∼2% per PY (Figure 2 ). Among warfarin initiators, 81.7% (n=83,046) discontinued therapy during the follow-up and half of them (n=43,750) after the first warfarin prescription. The median duration of the first 
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Warfarin therapy and bleeding warfarin episode was 5.5 months (IQR: 3.7-9.5 months). The number of initiators with a bleeding event during the first warfarin episode (altogether 69,656 PYs) was 2,283, resulting in a rate of 3.3% per PY (95% CI 3.1-3.4). When the first warfarin episode was assumed to continue until the gap between consecutive prescriptions exceeded 180 days (instead of 111 days), the median duration of the episode was 10.6 months (IQR: 6-20.1 months) and the rate of any bleeding requiring hospitalization was 3.0% per PY (95% CI 2.9-3.1). Figure S1 shows the rate of bleeding events during the first warfarin episode on the assumptions of prescription duration of 111 and 180 days.
The rate of bleeding events during the entire follow-up was similar across indications (from 2.9% to 3.1% per PY), with the exception of lower rate among those with venous thrombosis (2.1% per PY, 95% CI 2.0-2.3). The rate of bleeding events within the first 30 days of warfarin initiation was the highest among those with pulmonary embolism (10.9% per PY 95% CI 8.4%-13.9%) or venous thrombosis (10.2% per PY, 95% CI 8.3%-12.5%). The distribution of bleeding site was similar among all 5,354 bleeding events and among 539 early bleeding events, with 16% of bleeding events being intracranial, ∼35% gastrointestinal, and ∼49% other bleedings. Overall, 5.3% (n=283) of all bleeding events (200 of intracranial, 68 of gastrointestinal, and 15 of other bleeding events) and 2.6% (n=14) of early bleeding events were fatal (eight of intracranial, five of gastrointestinal, and one of other bleedings).
Characteristics of early bleeders
Among 539 early bleeders, 74.0% were 65 years and 56.4% were men. Nonearly bleeders were younger and less frequently men than early bleeders ( Table 2 ). Approximately 40% of both early bleeders and nonearly bleeders had atrial fibrillation. One-third of early bleeders (31.0%) and less than one-tenth of nonearly bleeders (7.4%) had a history of bleeding. Most of the addressed comorbidities and medications were more common among early bleeders than among nonearly bleeders. In addition, early bleeders were more frequently exposed to interacting drugs (67.5%) than nonearly bleeders (57.1%) ( Table 3 ). The hazard of early bleeding did not increase consistently with an increasing value of the bleeding risk score (Table 2 ). Among those identified as patients with atrial fibrillation, a CHADS 2 score .2 predicted an 87% increase in the hazard of early bleeding.
Based on multivariable Cox proportional hazards regression analysis, those with a history of bleeding were most likely to experience an early bleeding ( Table 4 ). The HR for early bleeding associated with the history of bleeding during 180 days-7 years before warfarin initiation variable was 1.48 (95% CI 1.15-1.91). When history of bleeding within 180 days prior to initiation was not treated as a stratifying variable, its (average) HR was 13.7 (95% CI 10.9-17.1). In addition, early bleeders were characterized by older age (HR =1.13, 95% CI 1.04-1.22, per 10-year increase in age), male sex (HR =1.32, 95% CI 1.10-1.57), venous thrombosis (HR =1.83, 95% CI 1.44-2.34), pulmonary embolism (HR =1.46, 95% CI 1.11-1.91), alcohol abuse (HR =1.59, 95% CI 1.08-2.35), rheumatic disease (HR =1.40, 95% CI 1.07-1.83), and exposure to drugs with dynamic mechanism of interaction with warfarin (HR =1.43, 95% CI 1.20-1.71). When the model was further adjusted for Charlson comorbidity index and the number of drugs in use during the past year, the preceding associations were slightly attenuated and the HR for rheumatic disease was not significant any more. In age-adjusted models, Charlson comorbidity index and number of drugs predicted a steep graded increase in the hazard of early bleeding; these associations were attenuated when adjusted for other predictors.
Discussion
In this population-based cohort study, we found that the rate of bleeding leading to hospitalization was 2.6% per PY among noninstitutionalized Finnish persons initiating warfarin therapy over a median of 1.9 years of follow-up. The rate of bleeding requiring hospitalization peaked within the first month of warfarin initiation (6.5% per PY), especially among those with pulmonary embolism or venous thrombosis. One-third of early bleeders had a history of bleeding. Besides being characterized by prior bleeding, pulmonary embolism, or venous thrombosis, early bleeders were older, male, had history of alcohol abuse or rheumatic disease, and were using drugs with pharmacodynamic interaction mechanism with warfarin.
The rate of bleeding hospitalizations was higher during the first warfarin episode (3.0%-3.3% per PY) than during the entire follow-up (2.6% per PY). This may result from the fact that ∼40% of the initiators discontinued therapy after the first prescription, and therefore, the first warfarin episode emphasized the beginning of therapy when the rate of bleeding was the highest. In addition, the difference may arise from the fact that the entire follow-up included persontime after warfarin discontinuation. However, the incidence of bleeding may not decrease immediately after the end of warfarin therapy since factors leading to discontinuation may be related to the appearance of early signs of bleeding. One previous study showed a minor increase in the bleeding incidence during the first month after warfarin discontinuation, but a decrease thereafter. 10 Our estimates on the rate of bleeding among warfarin initiators fall within the range of 1.9%-7.6% per PY, which was reported previously by observational studies among patients with atrial fibrillation receiving warfarin therapy. 4, [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] Differences in the rates between the studies may largely emerge due to differences in the definitions of bleeding, the age distribution of the study populations, and the length of follow-up (as the incidence peaks in the beginning of warfarin therapy). Moreover, many studies have not excluded persons with prior warfarin exposure, resulting in the underestimation of early events. In our study, the rate of bleeding among those with verified atrial fibrillation was 2.9% per PY during the first warfarin episode (data not shown), being somewhat smaller than that (3.8% per PY) reported in a Canadian study with a similar definition for bleeding events among patients with Bleeding risk score defined based on age, sex, and malignancy, and ranges from 0 to 5.1.
d
ChaDs 2 score reflects the risk of stroke in persons with atrial fibrillation, defined based on heart failure, hypertension, age 75 years, diabetes, stroke/transient ischemic attack, and ranges from 0 to 6. Notes: Persons were considered as exposed if interacting drug prescription overlapped with the warfarin initiation date. individual drugs with a prevalence of 0.5% in both early and nonearly bleeders are excluded.
atrial fibrillation during their first warfarin episode. 11 We used a stricter definition for a bleeding event (identified based on primary discharge diagnoses only) and our study population was younger, which may explain the difference in the rates.
The peak in the bleeding rate in the beginning of warfarin therapy may arise from difficulty to achieve the target INR. 18 However, in the absence of data on INR values, we were unable to assess whether early bleedings occurred at INR above the therapeutic range. In Finland, persons on warfarin therapy have been reported to spend on an average ∼13% of the time above the therapeutic range, 33, 34 but there are no data whether this proportion is higher in the beginning of therapy. In a British study, time spent above the therapeutic range was 20% in the first month after warfarin initiation and ∼15% in the following 2 years, 35 suggesting that the time spent above the therapeutic range varies modestly across the duration of therapy. The early peak in the rate of bleeding may further result from the early attrition of those most susceptible to bleeding. 18 We found that early bleeders were characterized by prior bleeding, older age, history of alcohol abuse, and exposure to drugs with pharmacodynamic interaction mechanism with warfarin, all of which increase the bleeding risk without affecting the INR. Therefore, the initiation of warfarin therapy in the presence of these characteristics requires particular consideration and monitoring, as well as careful evaluation of prior medication. Unfortunately, we could not evaluate the exposure to low-dose acetylsalicylic acid, the use of which is common among warfarin initiators 13 and has been associated with an increased bleeding risk during warfarin therapy. 12, 36, 37 In addition, it should be noted that early bleeders may have suffered from undiagnosed and untreated comorbidities, such as peptic ulcer or malignancy, that have predisposed them to bleeding.
The peak in the rate of bleeding during the first month after warfarin initiation was most prominent among persons with pulmonary embolism (10.9% per PY) or venous thrombosis (10.2% per PY). We do not have an explicit explanation for our observation, but it could be related to the fact that those with pulmonary embolism or venous thrombosis were more frequently exposed to nonsteroidal anti-inflammatory drugs (NSAIDs) at warfarin initiation (13.1% and 18.3%, respectively) than those receiving warfarin for other indications (7.2%-8.9%); however, when we added NSAID use at warfarin initiation to our multivariable model, the HRs for venous thrombosis or pulmonary embolism did not change (data not shown). In addition, those with pulmonary embolism or venous thrombosis may have been exposed to higher warfarin doses, an important risk factor for bleeding. 38 Nonetheless, those with venous thrombosis and pulmonary embolism had higher rates of bleeding events only in the beginning of warfarin therapy, not during the entire follow-up. This accords with previous studies not illustrating a higher incidence of bleeding among those with venous thrombosis compared with other indications. 4, 39 Early bleedings were further predicted by rheumatic disease. Persons with rheumatic disease were commonly exposed to corticosteroids (29.2%) and NSAIDs (17.8%) at warfarin initiation; however, the inclusion of the use of NSAIDs in the multivariable model did not affect the HR for early bleeding associated with rheumatic disease. In our study, the proportion of fatal bleedings was lower (5.3%) than those observed in previous studies (7.2%-18.1%). 10, 11 This was evident for the proportion of fatal intracranial bleedings as well (21.6% vs ∼40%), 10, 11 suggesting that the lower proportion was not due to inclusion of less severe bleedings. The lower proportion was also not due to younger study population since the proportion of fatal bleedings increased only modestly (6.1%) when those aged 65 years were excluded. Furthermore, the lower proportion is not likely to be explained by our approach to include all indications since indication for warfarin therapy appears to have a limited impact on fatality of bleeding. 39 
Methodological considerations
The strengths of our study include a large study sample representative to noninstitutionalized Finnish population, up-to-date data, and comprehensive data sources. In addition, by following initiators, instead of prevalent warfarin users, we were able to detect the early peak in the rate of bleeding. In addition, our data are from the time before non-vitamin K antagonist oral anticoagulants became reimbursable among patients with atrial fibrillation, pulmonary embolism, or venous thrombosis, 40 and therefore, our cohort represents the whole range of oral anticoagulant initiators.
Some limitations need to be noted. First, we did not have data on minor bleedings that did not result in hospital admission or fatal bleedings leading to death without hospital admission, resulting in underestimation of the rate of bleeding events. Second, there are no validation studies dealing with the quality of the Hospital Discharge Register for bleeding events except for intracranial hemorrhage. Overall, the completeness and accuracy of this register have been shown to be at least satisfactory and good in case of intracranial hemorrhage. 24 The present study identified bleeding-related hospital admissions with primary ICD-10 codes, which decreases the likelihood of misclassification of patient's prior bleeding as an event. Clinically, it is reasonable to assume that major bleedings are coded accurately. In fact, one Canadian validation study showed that the ICD codes have good sensitivity (93%), specificity (88%), and positive predictive (91%), and negative predictive values (91%) for the identification of warfarin-related bleedings when compared to medical records. 41 Third, our data of indications and comorbidities are not complete since they were based on administrative health registers, and we did not have access to primary care registers. 42 Such misclassification may have diluted the observed associations between comorbidities and the hazard of early bleeding. Fourth, as in any study based on pharmacy dispensation data, we have no way of knowing whether and when the dispensed warfarin was actually consumed. In the absence of data on INR monitoring, we could not assess whether early bleeding events were related to supratherapeutic INR values. As we had no information on the duration of each warfarin prescription, we used a data-driven WTD as a proxy and conducted sensitivity analyses extending the prescription duration to 180 days. The main and sensitivity analyses produced similar results. In addition, we do not know whether the exposure to interacting drugs continued after warfarin initiation. Nevertheless, we previously showed that the interacting drugs are frequently prescribed within the first month of warfarin initiation, 43 suggesting that warfarin initiation seldom results in the discontinuation of interacting drugs, with the exception of NSAIDs. 40 Moreover, we may have underestimated exposure to ibuprofen, ketoprofen, and paracetamol as small packages are available over the counter. Finally, exposure to low-dose acetylsalicylic acid (over-the-counter product), alternative medications, dietary factors, smoking, and alcohol was out of reach in our study.
Conclusion
Our population-based cohort study indicated that the rate of bleeding was the highest in the beginning of warfarin therapy. Persons most susceptible to an early bleeding were characterized by venous thrombosis and pulmonary embolism and factors that increase bleeding risk without alteration in the INR. Therefore, the initiation of warfarin therapy in the presence of these factors requires careful consideration and monitoring. Codes i9820, i983, K6380, and K3180 were excluded as they do not appear in the Finnish iCD-10 codes. *includes all the diagnoses from the given iCD-10 code. Abbreviations: ATC, Anatomical Therapeutic Chemical; ICD, International Classification of Diseases; TIA, transient ischemic attack.
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